Commenit.-When a diverticulum is present at the base of the bladder it is almost constantly associated with a bladder-neck obstruction. The latter will require to be removed as well as the sac.
As far as the actual operation is concerned it is important to provide adequate drainage for the pelvic floor outside of the bladder after the diverticulum is removed. In this case the drainage provided was a long strip of corrugated rubber 2 in. wide going down to the most dependent part of the pelvis and was not disturbed for one week. After this period the drain was quickly shortened. This method proved highly satisfactory.
In answer to a question about the necessitv for doing the operation in two stages, Mr. Winsbury-White replied that in his experience when it was necessary to remove the prostate as well as a diverticulum, the patient stood the ordeal better in two stages than in one stage; this was in spite of the added difficultv for the surgeon, from the preliminary cystostomy. Examination.-Cystoscopy showed a large growth at the fundus of the bladder, which was diagnosed malignant.
Carcinoma of the
Operation.-On exposure of the bladder a large lump was felt, so the peritoneum was deliberately opened. The lump was found to involve both bladder and sigmoid. The uterus was free and there were no palpable glands. Tho sigmoid was divided and the affected portion along with part of the bladder was removed. The divided ends of the bowel were ligated and; invaginated, and a side-to-side anastomosis performed. The bladder was stitched up and a drainage tube left in.
Result.-The patient seemed to be progressing well, but on the seventh day suddenly collapsed and died. Convalescence had been afebrile, the bowels had acted, and urine drained freely. Unfortunately no post-mortem was allowed.
Pathological report: Alveolar columnar-celled carcinoma of the colon invading the bladder wall.
Comment.-There are two interesting features about this case: First, the absence of any bowel symptoms, and second, despite the size of the invading growth, the absence of a vesico-colic fistula.
History.-The patient, then aged 14, was seen in February 1935 at the West London Hospital, because of occasional recent haematuria. There was a history of trauma to the left loin about ten months previously, two boys at school having fallen on him. Haematuria had occurred only subsequently.
Examination.-Abdominal examination was negative, and the urine (from memorynotes mislaid) contained a few red cells, pus cells, and staphylococci. X-ray pictures (19.2.35) gave the appearance of a round calcified mass at the upper pole of the left kidney, and uroselectan films (25.2.35) showed distortion and depression of the left pyelogram. The radiologist.reported: " Left kidney distorted by cyst in upper pole." Again from memory, there was no evidence of tubercle or hydatid disease. Subsequent historv.-Because of the historv of trauma and the age of the patient (an unusual one for neoplasm) I diagnosed calcified hlimatoma in connexion with the upper left renal pole, and, as the patient seemed quite well and was symptomless at the time, advised waiting a little, and exploring him if hlxmaturia recurred.
I lost sight of the patient until he returned to hospital in July 1940, then aged 19. He complained of two days' aching gain in the left loin (he had had recurring pain) and of haematuria, which he had had a out two or three times a year. Examination.-The urine, apart from a little blood, was normal, and cystoscopy showed yellow urine and a normal bladder, except for multiple submucous haemorrhages.
His blood picture proved normal. At X-rav examination (1 and 5.8.40) I recognized the calcified mass, and thus the patient. The mass was depressing the left kidney, and had obviously grown quicker than the patient himself, and was bulging outwards his lower left ribs. An X-ray picture of his chest showed no evidence of secondaries.
Operation. On September 5, 1940, I performed left paramedian transperitoneal nephrectomy, with a long lateral cut. The mass was large and heavy, and was separated from the suprarenal. A firm mobile gland, of walnut size, antero-internal to the renal vein, was also removed; but a small cltump of tiny, shottv, hard glands on the aorta was left alone.
Section of the mass showed a large globular hypernephroma, with some normal kidney tissue below. Microscopy of the kidnev mass and of the gland both showed the appearances of hypernephroma.
The patient has had deep X-ray therapy, and appeared well when seen at hospital, nine and three-quarter months after operation.
Left calcified hyp)ernephroma (I.8.40 ).
Comment. Interesting points in the case are: (1) The unusual age of the patient, hypernephroma usually affecting much older patients;-(2) the known duration of the growth for at least five and a half vears; (3) the comparatively low malignancy, in that, although a neighbouring lymph gland was replaced by growth, there was no evidence of chest or other secondaries; (4) the extensive calcification of the growth. Contrary to what one might imagine, calcification of renal growths has been claimed as a sign of extra malignancy, for instance, by Wesson and Ruggles in their " Urological Roentgenology ", where, speaking of hypernephroma they state: " The presence of extensive calcification is of great importance from the standpoint of prognosis. It is present only with a very malignant type of tumour."
However, this case proves that calcification may co-exist with low malignancy. I should like to hear opinions on this pointvhether calcification is a sign of added malignancy or whether, as one might have thought, it may signify chronicity and thus low malignancy.
(The opinions expressed favoured the latter alternative.)
